MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH HW63-024718

DEPARTMENT OF FUSLIC HEALTH AND WEL FARE
i : ; 3 a 2 . ? Z - STATE FILE NUMBER
AMENDED Regislrmon District No. __ — X _Primary Registration District N Registrar’s No. - —

DO NOT WRITE
ON THIS sTUB 1007
1. PLACE OF DEATH T 2, USUAL RESIDENCE (Where deceased lived. If insfitution: Residence Gefore

a. COUNTY JACKSON . 8. STATE M]-SSOURI" COUNTY JACKSON admission)

b. CCI’I;! {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits

QR
Town ENCE L1YEARS TOWN INDEPENDENGE Yoo lg Ne D

c. FULL NAME OF (If NOT in hospitel, give location} Inside Limits d. STREET {If outside, give locstion) Reside on Farm

-
—Zﬂ.ﬂ HOSPITAL ADDRESS
27004" WUV TNDEP, SANIT. & HOSP, Yalx %O 638 ARLINGTON Y O NI

:'; 3. NAME OF DECEASED First Middla Last- 4. DATE Month Day Year
(Type or print) OF )

:
WILLIAM I, DEAM UNE 12 1963
5. SEX 6. "COLOR OR RACE 7. Married ‘Never Married [1 |8, DATE OF BiRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

MALE WHITE Widowed [ Divorced [] | 5/2}/186 8 ) 95 Months | Days Hours Min.

10a. USUAI OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY
most of workmn life, aven.if retired)

REAL HSTATE & INS. REAL ESTATE £ Is ILLINOIS UNITED STATES
13a. FATHER'S NAME 13b, MOTHER” | 14. NAME OF HUSBAND OR WIFE
THOMAS F, DOCKUM | ELLEN SMITH ey F;“Dmmu

* 15, WAS DECEASED £VER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NOQ. 17. INFORMANT
(Yes, ne, or unknown} | (If yes, give war or datés of ‘ierv]

VS 300
Rev. 4/59

DATE AMENDED

INTS N, LONG A3, ARLINGTON

18. CAUSE OF DEATH (Enter only cne cause per lina INTERVAL BHWEEﬁ
PARY |. DEATH WAS CAUSED BY: ONSET AND DEATH

- L §
INMEDIATE CAUSE (a} _&&_WMLM‘_!—@J At 7 Lot

DOCUMENT

which gave rise t¢ ~ -
Rileicn SHelenomcoo

sbove cause (o).
DUE TO, . h) : —_

stating the unde

lying cauvse last

PART It. O!’HER SIGNIFICANT CONDITIONS CONTRIBUTING 1‘b DEATH but not related -to the terminal PART LIl. if decessed was female was '
disessa condition given in PART 1 [a) there a pregnancy in last 90 dsys.

‘7"%‘/‘-’ ’Mé- - Jh”c_ r. [7‘3 rij"(u | ‘] Ne I 0O Uhknewn
19, WAS AUTOPSY | 20a. ACCIDENT SUICD“)E HOMnlcmE 20b. DESCRIBE HOW iNJURY OCCURRED, (Enter nature of injury in PART | or PART Il of irem 18.)
Fell s Aorve.

BT N | e e h g AP frmcltre ZofA Fomar €73

: . pm. Zer ral home
20d. INJURY OCCURRED 20e. PI.ACE OF INJURY (e.g., in or about home, 20’f. CiTY, TOWN, OR LOCATION . COUNTY STATE

WHILE AY WORK [ . farm, factory, street, office’bldg., etc.} .
N VAL AT WK X eyl VW e o mifon o Tackioad Mo
21. | attended the deceased from_;E(_‘I:L_f___, o Ll I [ 2ord iy saw i Elive o 2/, a- 4

Death occurrad ar__Z (8 F—‘ F ) - m on the date stated sbove, snd to the bat of my knowledge, from the causas statad.
' C T2¢. DATE SIGNED

‘228, SIGNATURE ‘{Degrea_or i .
: ; @f}m oy &~/ %3
E L, [[«] 23b. DATE 23d. LOCATION (City, town; or county) {Srate)

‘ —
Conditions, if lny,] DUE TO (b) &MM ﬁaﬂl prITSY. —
- —

AMENDMENTS ON THIS  RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

23a.- BURIAL, .
REMOVAL {Spacify) |
NE 15, 1983 y

4. BFHN%L& %IRECTOR il < ADDRE: 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATU|

GEQ. C. CAESON & SONS TNDRPEADENCE, Mol € ~/3G 9

{Li d Embak on Revarse Side)

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by

, Student Embatmer No.____ '

working under my. personal -supervision.

’

Student

§ Lo

Signature of Student Embaimer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
with-the shove.consfitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed fact should be so stated above.

Licensed Embalmer No 5 2 O 1

P. O. Addre

o,

/

his OWN HANDWRITING. (Failure to comply




